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jsu.2006.05.004Meniscal cysts are found in 1e22% of meniscecto-
mies.1,2 Patients are usually young adults, mostly
males. The lateral meniscus is most commonly af-
fected, whereas medial meniscus cysts are usually
larger. A history of trauma is usually recorded in
around 50% of the cases2 as well as a strong associ-
ation with horizontal meniscal tears.3 The expand-
ing mass of a meniscal cyst can mimic a tumour
and can press on the peroneal nerve or cause
degenerative arthritis or both.4
In this paper we present a patient with a lateral
meniscal cyst that caused erosion of the lateral
tibial plateau confounded with the suspicion of
a neoplastic lesion.use, Woodland Crescent,
7906261414; fax: þ44
hateeb@msn.com (H.
6 Published by Elsevier Ltd onCase report
A 61-year-old female presented with a history of
pain over the lateral aspect of the left knee over
a 10-year period with no previous history of any
injury or trauma to the knee. The pain was
aggravated with walking and was relieved with
rest and occasionally necessitated the use of non-
steroidal anti-inflammatory medication; the pain
was also associated with night pain and woke the
patient from sleep 2e3 times a week. There was
no history of giving way, locking or swelling in the
knee.
On examination, the patient had a normal gait,
there was no effusion noted, there was no retro-
patellar tenderness and she had a full range of
movement, there was no joint line tenderness and
the cruciate and collateral ligaments were stable.
McMurray’s and Apley’s tests for meniscal pa-
thology were negative, however, there was an area
of poorly localized tenderness over the lateralbehalf of Surgical Associates Ltd.
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graphs, the knee compartments were well pre-
served; however, a large erosive lesion was noted
in the lateral tibial plateau subsequently reported
as a possible fibrous cortical defect or juxtacort-
ical chondroma (Fig. 1). An MRI scan demonstrated
a multilobulated cystic mass on the lateral tibial
plateau causing significant bone erosion in the
tibial condyle and possibly originating from the
lateral meniscus (Figs. 2 and 3).
The patient underwent an arthroscopy of the
left knee; a horizontal tear of the lateral meniscus
was identified leading into a meniscal cyst, there
were grade 1 degenerative changes noted in the
lateral tibial plateau and lateral femoral condyle.
A partial meniscectomy and cyst decompression
were performed. The patient had full recovery at 6
weeks and remained asymptomatic at further
follow-up.Figures 2 and 3 Coronal and axial MRI images demon-
strate lateral meniscal cyst.Discussion
Ebner made the first description of meniscal cysts
in 1904; in 1923 Phemister5 reported the first series
of meniscal cysts in the United States. Cysts of
the meniscus have been reported in 1e22% of
meniscectomies.1,2
Meniscal cysts occur twice as often in men as
women, at an average age of 30 years. Lateral
meniscal cysts are more common as compared to
medial meniscal cysts by a ratio of 3:1.6
Medial meniscal cysts tend to be larger than
lateral meniscal cysts and they can be seen
extending from the posterior horn and dissecting
peripherally. They are usually found deep to the
medial collateral ligament or in the posterome-
dial corner deep to the posterior oblique liga-
ment. Lateral meniscal cysts are usually locatedFigure 1 Plain radiograph of knee indicating erosion
of lateral tibial plateau.anterior to the lateral collateral ligament or
between it and the popliteus tendon. The
meniscal cysts are frequently associated with
a horizontal tear in the meniscus with which it
communicates.
The true aetiology of meniscal cysts remains
unclear, the most common theory is a combination
of trauma with degenerative changes in the
meniscus that produces a horizontal tear7 which
provides an access point to the synovial fluid
and the motion of the knee acts as a ‘pump’ to
drive synovial fluid into the tear. A tortuous cystic
tract develops from the end of the tear. Fluid
gradually accumulates along the tract and forms
a cyst.
Lateral meniscal cysts may be present ante-
rior or posterior to the lateral collateral liga-
ment They are usually small because the
structures on the lateral side of the knee usually
limit the expansion of the cyst. Posteriorly, the
cyst can lie between the lateral collateral
ligament and the popliteus tendon and possibly
be limited by the tendon of the biceps femoris.
Anteriorly the cyst may lie in front of the lateral
collateral ligament and be limited by the ilioti-
bial band. The most common location is on the
periphery of the middle portion of the lateral
meniscus. They are firmly fixed to the underlying
tissues and are not mobile in the subcutaneous
tissues.6
The loose peripheral attachment of the lateral
meniscus to the joint capsule allows full freedom
414 H. Al-Khateeb, A. Ruizof fluid tracking whereas the attachment of the
joint capsule to the medial meniscus has a limiting
influence, which explains the more common in-
cidence of lateral meniscal cysts. However, in the
absence of a tear, meniscal cysts may develop
from a compression injury to the periphery of an
already degenerate meniscus.
Cysts arising from the posterior meniscal horn
tears may extend centrally to lie in close proximity
to the posterior cruciate ligament, mimicking
a PCL ganglion cyst. Posteromedial extension
from the lateral meniscus causing pressure
effects on the popliteal artery has also been
reported.7
Magnetic Resonance Imaging (MRI) is an excel-
lent tool to evaluate meniscal cysts8,9 as it
confirms the cystic nature of the lesion, its rela-
tionship to the joint, associated intra-articular
disease, and for pre-operative planning.
Several differential diagnoses have been re-
ported in the literature including benign soft tissue
tumours about the knee including pigmented
villonodular synovitis, xanthoma, hemangioma,
lymphoma, synovioma, neurofibroma, sebaceous
cysts, and glomus tumour;10,11 as well as osteo-
chondroma, which can present as pain and swelling
at the joint line.11,12
This case report highlights that meniscal cysts
should be considered as part of the differential
diagnosis of causes of bone lesions in the kneejoint, the potential for meniscal cysts to mimic
more serious pathologies which should be ex-
cluded, and confirms the value of MRI in establish-
ing the diagnosis.References
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